Objective: To assess the family-of-origin characteristics ofpatients with bipolar disorder relative to those ofcontrol subjects.
ized for mania at the National Institute of Mental Health in Bethesda, Maryland, and found that these families were characterized by "repetitive maladaptive patterns, including avoidance of affect, unrealistic standards of conformity, and absence of intimate relationships apart from the family" (4) . However, as far as we are aware, no one has examined the functioning ofthe family oforigin in a systematic manner in a larger sample ofpatients with standardized diagnoses ofBD. We report here data on family-of-origin characteristics obtained using the Family Environment Scale (FES) (5) in 56 patients meeting research diagnostic criteria (RDC) for BD and in 21 control families.
Methods
The subjects were 56 consecutive outpatients (20 male, 36 female; mean age 35 years ± SD 9.6; range 20-64 years), treated in the Bipolar Disorder Clinic ofthe Clarke Institute of Psychiatry, University of Toronto. All met RDC (6) for BD type I (N = 44; 16 male, 28 female) or type II (N = 12, 4 male, 8 female) and gave informed consent to participate in an ongoing study of clinical features, course, and outcome in patients with BD. Patients with evidence of severe characterological pathology on clinical assessment or who met RDC for schizoaffective disorder or recent (within 3
The Canadian journal of Psychiatry Vol 44,No4 months) substance abuse were excluded. Patients were free from concurrent active medical illness. At intake to the clinic, patients underwent a comprehensive assessment by a research psychiatrist and a nurse clinician, and the Schedule for Affective Disorders and Schizophrenia-Lifetime version (SADS-L) (7) was administered. When they were euthymic for at least 1 month, as confrrmed by scores ofless than lOon the Hamilton Depression Rating Scale (HDRS) (8) and/or the Young Mania Rating Scale (9) and clinical interview, patients were asked to complete the FES. This standardized questionnaire rates 10 dimensions of family structure and functioning: cohesion (C), expressiveness (EX), conflict (CON), independence (IND), achievement orientation (AO), intellectual-cultural orientation (lCO), active-recreational orientation (ARO), moral-religious emphasis (MRE), organization (ORG), and control (CTL). Control subjects (N = 21; mean age 29.7 years ± SD 11.2) were solicited from the neighbourhood surrounding the university and institute by notices posted in stores, public libraries, and other public sites and were excluded ifthey met criteria for any RDC diagnosis using the SADS-L or evinced significant depressive symptoms (scoring> 15 on the HDRS). Control subjects gave informed consent. Both groups were instructed to complete the FES for their family of origin, that is, the family with whom they spent their childhood through teenage years. Normalized subscale scores on the FES were computed (5) . Differences were determined using 1 sample 2-tailed student's t-tests. Relationships between FES-subscale scores and clinical variables derived from the SADS-L (for the patient group) were also examined using Pearson's correlation and student's t-tests. Variables included age; sex; age ofBD onset; global assessment scale (GAS) scores for the week preceding the SADS-L and for the worst period in the past year; HDRS scores; presence of syndromes of alcohol dependence or abuse, panic disorder, generalized anxiety disorder, dysthymia, and cyclothymia; presence of depression in the past year; lifetime number ofdepressive episodes; duration of longest depressive episode; BD type (lor II); anxiety per Clayton and colleagues (high or low) (10); and suicidality.
Results
No significant differences were observed between patients and control subjects in their mean family scores on any FES subscale (Figure 1 ). While control subjects were significantly younger than patients (P = 0.031), no FES subscales were significantly correlated with age in the group as a whole. Both male patients (P = 0.012) and male control subjects (P = 0.022) reported significantly lower family scores for MRE than did females. Within the patient group, no differences in mean FES-subscale scores were seen between patients with type I versus type II BD, but age was significantly correlated with CTL (r = 0.28, P = 0.021). Also within the patient group, those with a history of comorbid dysthymia gave significantly lower ratings for EX than those without (P = 0.025), and both C (P = 0.037) and ICO (P = 0.031) were significantly lower in those with a history ofsuicide attempts.As well, age of onset of BD was significantly correlated with ARO (r = 0.27, P = 0.021). IND scores correlated significantly with GAS scores for the past week (r = 0.24, P = 0.036).
Discussion
To the best of our knowledge, this is the first study in which a methodologically sound, validated scale has been used in controlled fashion to assess characteristics of family oforigin for patients with a clearly defined BD diagnosis.The profiles of control-and patient-family ratings on the 10 FES subscales are strikingly similar. Thus, our results offer no support for the notion that maladaptive behavioural patterns in the family of origin are associated with the emergence of BD.
The algorithm for computing normalized scores on the FES is based on an original sample of 1125 subjects' ratings oftheir current families, adjusted to give mean scores of50± SD 10. The differences between our mean patient and control-subject scores and the theoretical mean scores of50± SD 10 all occurred in the direction expected for ratings of family of origin rather than current family (5) .
Earlier reports of abnormal family functioning in BD patients' families of origin were based on unstructured family interviews and theoretical speculations. Davenport andcolleagues in an intensive study of 6 families with individuals with BD, described avoidance ofaffect, deficits in the awareness and expression of needs, lack of integration of feelings, and a rigid balance within the family serving to maintainthe status quo (4) . They also noted that children in families with individuals with BD perceive separation as leading to loss and subsequently have difficulty with separation and individuation. Earlier theorists postulated that these families focused on increasing their social status because they felt different from the community. In this model, the child who later develops BD assumes the role of increasing the family's standing within the community (1-3). Subsequently, the child comes to be envied by other family members, leading the child to experience guilt feelings and depression. Mania develops to counteract these feelings, thereby establishing the pattern of mood instability and BD. These reports were based on small numbers of subjects studied in an uncontrolled fashion.
Interpretation of our results may be limited by our use of a subjective, retrospective tool to assess family-of-origin functioning in both patients and control subjects and our exclusion of patients with comorbid psychiatric and substance abuse diagnoses. Future studies may need to address these limitations. Nevertheless, within our patient group, there were some apparent relationships between certain FES-subscale scores and clinical features such as the presence ofcomorbid dysthymia, a history ofsuicide attempts, age ofBD onset, and GAS for the week ofthe SADS-L. Thus, our results suggest the possibility that aspects of family-of-origin functioning may affect the clinical presentation ofBD.
